Introduction
The epidemiology of any condition may differ in the community from that in hospital. In diseases with a sudden onset and a high early mortality the hospital cases represent the survivors, and the community deaths are usually sudden. The clinical picture of hospital cases will therefore be influenced by the admitting policy of the region, speed of transport to hospital, and the geographical distribution of facilities. In any study of the epidemiology of subarachnoid and cerebral haemorrhage both community and hospital groups must be included.
Studies of such conditions in the community are limited by the difficulties of diagnosis. However, patients with subarachnoid and cerebral haemorrhage are rarely supervised at home. Therefore, the prevalence of these conditions in the community is probably similar to their death rates. The object of the present study was to analyse the difference between cases dying of subarachnoid and cerebral haemorrhage in the community and in hospital. In particular the age and sex of these cases and the duration of the diseases were compared.
Seasonal variation of death rates due to aortic aneurysm (Talbot & Langman, 1972) may be a feature of all macroscopic and microscopic aneurysmal rupture. Therefore, the seasonal variations of berry aneurysmal rupture (subarachnoid haemorrhage) and non-aneurysmal cerebral haemorrhage were investigated. (The latter condition is frequently due to microscopic aneurysmal rupture; Cole & Yates (1967) .) Complicating conditions such as pneumonia may produce a seasonal variation of later deaths but cannot affect a group of sudden deaths. In view of the difficulties of diagnosis only cases dying in the community or in hospital, on whom a necropsy was performed, were studied.
Method
Necropsy records from the Coroner's office, Sheffield, were examined for the years 1965 to 1971 inclusive. They were classified into haemorrhages due to berry aneurysmal rupture and haemorrhages in which the bleeding point was not found. Since the former were usually subarachnoid haemorrhages and the latter were usually cerebral haemorrhages, these names will subsequently be used. If there was a systemic cause for bleeding, e.g. thrombocytopenia, or an angioma or neoplasm, these cases were excluded.
The date of death (or the presumed date of the haemorrhage if these dates were clearly different), the age and sex, the site of the aneurysm(s) and the presence of cardiomegaly (Zeek, 1942) were noted. Only community deaths were studied and cases admitted to hospital who were subsequently referred to the coroner were excluded from this analysis. Cardiomegaly was frequently found in association with cerebral and subarachnoid haemorrhage but there was no significant difference between the groups. The mean heart weight ofthe cases ofcerebral haemorrhage was 470-0 g for the men and 394.7 g for the women in the community group and 463-6 and 382 g respectively in the hospital group. The mean heart weights of the cases of subarachnoid haemorrhage were 433-6 g for men and 397-9 g for women in the community group and 417-0 g and 399-1 g respectively in the hospital group.
The interval from symptoms (and thus the onset of haemorrhage) to death due to subarachnoid haemorrhage is shown in Fig. 1 and for cerebral haemorrhage similar figures are shown in Fig. 2 . (1950) who found that the incidence of cerebral aneurysm in hospital necropsies rose to a peak in the 50-60 age group and when corrected for the population structure remained the same. This is typical of a congenital condition whose time of rupture is determined by extrinsic factors. Hypertension accelerates rupture (and probably formation) of aneurysms, and the majority are found in patients with cardiomegaly. In the elderly, cardiomegaly was less frequently found in association with ruptured berry aneurysm. The Registrar General's Hospital In-patients Enquiry (1964) provides information as to the prevalence of these conditions in hospital but there is no information of comparable accuracy for domiciliary practice. From this study at least 39/1,000,000 of the population die of cerebral haemorrhage each year and at least 28/1,000,000 of subarachnoid haemorrhage each year in domiciliary practice. In the community group subarachnoid and cerebral haemorrhage occurred more often in women but standardized mortality rates showed that this was because of the excess of elderly women in the community. Cerebral haemorrhage continued to increase throughout life, but elderly women with this condition were not represented in hospital necropsies. Turnbull (1908) (Brain and Walton, 1969) (Breen & Grace, 1962) and ischaemic heart disease (Dunnigan, Harland & Fyfe, 1970) have also been found to have a seasonal incidence. In view of the seasonal variation of blood pressure (Rose, 1961) and the association of cerebral and subarachnoid haemorrhage with hypertension, patients with significant cardiomegaly [>400 g heart weight and >350 g heart weight for women (Cole & Yates, 1967) ] were separated but these cases also did not show any significant seasonal variation.
The most important difference between the community and hospital groups was in the time from symptoms to death. The onset of symptoms is usually clear-cut and reflects the time of the haemorrhage. Operation seemed to have little effect on this interval although survival may have improved. In the community group there were few symptoms and death seemed to be sudden. Therefore, extrapolation of the deaths on the first day upwards in Figs. 1 and 2, could be made if these groups were combined. This rapid decrease in mortality with time is found in many vascular disorders, myocardial infarction (Smyllie et al., 1973) , pulmonary embolism (Gorham, 1961) and dissecting and saccular aortic aneurysm (Talbot & Langman, 1972) . As with pulmonary embolism, recurrences disturb the progressive drop. This finding may make a difference of more than 50% in mortality statistics if admission is delayed by 2 days from the onset and this must be considered if the effect of treatment is being investigated.
Over the short period considered no confirmation was obtained of the postulated decrease in the incidence of fatal cerebral haemorrhage (Yates, 1964; Krueger et al., 1967) . However the only necropsy evidence cited did not show a significant change and the increase in the diagnosis of cerebral thrombosis and the decrease in the diagnosis of cerebral haemorrhage may be due to fashion and more careful necropsy examination.
